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APPENDIX A 

COVERED SUPPLIES AND SERVICES PERSONAL CARE 

Baby powder 

Bedside tissues 

Bibs, all types 

Deodorants 

Disposable underpadsof all types 

Gowns, hospital 

Hair care, basic including washing, cuts, sets, brushes, combs, non-legend 

shampoo 

Lotion, soap, and oil 

Oral hygiene including denture care, cups, cleaner, mouthwashes, tooth 


brushes and paste 
Shaves, shaving cream and blades 
Nail clipping and cleaning-routine 

EQUIPMENT 

Arm slings 
Basins 
Bathing equipment 
Bed frame equipment including trapeze bars and bedrails 
Bed pans, all types 
Beds, manual, electric 
Canes, all types 
Crutches, all types 
Foot cradles, all types 
Glucometers 
Heat cradles 
Heating pads 
Hot pack machines 
Hypothermia blanket 
Mattresses, all types 
Patient lifts, all types 
Respiratory equipment: compressors, vaporizers, humidifiers, IPPB machines, 

nebulizers, suction equipment and related supplies, etc. 
Restraints 
Sand bags 
Specimen container, cup or bottle 
Urinals, male and female 
Walkers, all types 
Water pitchers 
Wheelchairs, standard, geriatric and rollabout 
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NURSING CARE/PATIENT CARE SUPPLIES 

Catheter, indwelling and non-legend supplies 

Decubitus ulcer care: pads, dressings, air mattresses, aquamatic K pads 


(water heated pads), alternating pressure pads, flotation pads and/or 
turning frames, heelprotectors, donuts and sheepskins 

Diabetic blood and urine testing supplies 
Douche bags 
Drainage sets, bags, tubes, etc. 
Dressing trays and dressings of all types 
Enema supplies 
Gloves, non-sterile and sterile 
Ice bags 
Incontinency care including pads, diapers and pants 
Irrigation trays and non-legend supplies 
Medicine droppers 
Medicine cups 
Needles including but not limited to hypodermic, scalp, vein 
Nursing services: regardless of level, administration of oxygen, restorative 

nursing care, nursing supplies, assistance with eating and massages 
provided by facility personnel 

Nursing supplies: lubricating jelly, betadine, benzoin, peroxide, A and 0 
ointment, tapes, alcohol, alcohol sponges, applicators, dressings and 
bandages of all types, cottonballs, and aerosol merthiolate, tongue 
depressors 

Ostomy supplies: adhesive, appliance, belts, face plates, flanges, gaskets, 
irrigation sets, night drains, protective dressings, skin barriers, tail 
closures, and bags 

Suture care including trays and removal kits 

Syringes, all sizes and types including ascepto 

Tape for laboratory tests 

Urinary Drainage Tube and Bottle 


THERAPEUTIC AGENTS AND SUPPLIES 

Supplies related to internal feedings 

I.V. therapy supplies: arm boards, needles, tubing, and other related supplies 

Oxygen, (portable or stationary), oxygen delivery systems, concentrators, and 


e 

supplies 
Special diets 
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Prospective ReimbursementPlan for Nonstate-Operated Facilities 
for ICF/MR Services 

(1) Objectives. This rule establishes a payment plan for nonstate-operated 
intermediate care facility/mentally retarded (ICF/MR) services. 

(2) General Principles. 

(A) The Missouri Medical Assistance Program shall reimburse 
qualified providersof ICF/MR servicesbased solely on the 
individual Medicaid recipient's daysof care (within benefit 
limitations) multipliedby the facility's Title XIX per-diem rate less 
any payments madeby recipients. 

(B) Effective November 1, 1986, the Title XIX per-diem rate for all 
ICF/MR facilities participating on or after October 31, 1986, be 
the lower of-

1. The average private pay charge; 

2. The Medicare per-diem rate,if applicable; 

3. The rate paid to a facility on October 31,1986, as 
adjusted by updating its base yearto its 1985 fiscal year. 
Facilities whichdo not have a full twelve(12)-month 1985 
fiscal year shall not have their base years updated to their 
1985 fiscal years. Changesin ownership, management, 
control, operation, leasehold interestsby whatever form for 
any facility previously certified for participation inthe 
Medicaid Program at any time that results in increased 
capital costs for the successor owner, managementor 
leaseholder shall notbe recognized for purposes of 
reimbursement: and 
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4. However, any provider whodoes not have a rate on 
October 31, 1986, and whose facility meets the definition in 
subsection (3)(K) of this rule, will be exempt from paragraph 
(2)(B)3. and the rateshall be determined in accordance with 
applicable provisionsof this rule. 

(C) In no case may the per-diem reimbursementrate under the 
provisions of this ruleexceed the level-of-care ceiling. 

(D) This plan hasan effective date of November1, 1986, at which 
time prospective per-diem rates shallbe calculated for the 
remainder of the state's FY-87 and futurefiscal years. Per-diem 
rates established by updating facilities'base years to FY-85 maybe 
subject to retroactive and prospective adjustmentbased on audit of 
the facilities' newbase year period. 

(E) The Title XIX per-diem rates as determined by this plan shall 
apply only to services furnished onor after November 1, 1986. 

(3) Definitions. 

(A) Allowable cost areas.Those cost areas which are allowable for 
allocation to the Medicaid Program based upon the principles 
established in this rule. The allowability of cost areas, not 
specifically addressedin this rule willbe basedupon criteria of the 
Medicare Provider ReimbursementManual (HIM-15) and section 
(7) of this rule. 

(B) Average private pay charge. The average privatepay charge is 
the usual and customary charge for non-Medicaid patients 
determined by dividing total non-Medicaid days of care into total 
revenue collected for the same servicethat is included in the 
Medicaid per-diem rate, excluding negotiatedpayment 
methodologies with the Veterans Administration and the Missouri 
Departmentof Mental Health. 
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(C) Committee. The advisory committee definedin subsection 
(6)(A) of this rule. 

(D) Cost report. The cost report shall detail the costof rendering 
covered services for thefiscal reporting period. Providers must file 
the cost reporton forms provided by andin accordance with the 
procedures of the department. 

(E) Department. The department, unless otherwise specified, refers 
to the MissouriDepartmentof Social Services. 

(F)Director. The director, unless otherwise specified, refersto the 
director, MissouriDepartmentof Social Services. 

(G) Effective date. 

1. The plan effectivedate shall be November 1, 1986. 

2. The effectivedate for rate adjustments granted in 
accordance with section (6) of this rule shallbe for dates of 
service beginningthe first day of the month following the 
director's, or his/her designee's, final determination on the 
rate. 

(H)ICF/MR. Nonstate-operated facilities certifiedto provide 
intermediate care forthe mentally retarded under the TitleXIX 
program. 

(I) Level-of-care ceiling. One hundred thirty-five percent (135%) of 
the weighted mean rate for the nonstate-operated ICF/MR 
level-of-care group in effect on March 1, 1990; provided, that on 
July 1, 1990, and annually afterthat the per-diem reimbursement 
rate as adjustedby the negotiated trend factor maybe used as the 
basis for the level-of-care ceilingcomputed for the subsequent 
year. 
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(J) Medicare rate. This is the allowable cost of care permitted by 
Medicare standards and principles of reimbursement. 

(K) New construction. Newly built facilities or parts, for which an 
approved Certificateof Need (CON) or applicable waivers were 
obtained and whichwere newly completed and operationalon or 
after November 1, 1986. 

(L) New owners. Originalowners of new construction. 

(M) Providers. A provider underthe Prospective Reimbursement 
Plan is a nonstate-operated ICF/MR facility with a valid participation 
agreement, in effect on or after October 31, 1986, with the Missouri 
Departmentof Social Services for the purposeof providing 
long-term care (LTC) servicesto Title XIX-eligible recipients. 
Facilities certifiedto provide intermediate care servicesto the 
mentally retarded underthe Title XIX program may be offered a 
Medicaid participationagreement on or after January 1, 1990, only 
if 1) the facility hasno more than fifteen (15) beds for mentally 
retarded residents and 2) there is no other licensed residential 
living facility for mentally retarded individuals within a radiusof 
one-half (1/2) mile ofthe facility seeking participationin the 
Medicaid Program. 

(N) Reasonableand adequate reimbursement. Reimbursement 
levels which meetthe needs of an efficiently and economically 
operated facility and which in nocase exceed normal market costs. 

(0)Related parties. Partiesare related when

1.An individual or group, regardlessof the business 
structure of either, where, through their activities, one(1) 
individual's or group's transactions are for the benefit of the 
other and the benefitsexceed those which are usual and 
customary in the dealings; 
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2. One (1) or more persons has an ownership or controlling 
interest in a party, and the person(s) orone (1) or more 
relatives of the person(s) hasan ownership or controlling 
interest in the other party. For the purposes of this 
paragraph, ownership or controlling interestdoes not include 
a bank, savings bank, trustcompany, building and loan 
association, savings and loan association, credit union, 
industrial loan andthrift company, investment banking firm 
or insurance company unless the entity, directly or through a 
subsidiary, operates a facility; or 

3. As used in section (3),the following terms mean: 

A. Indirect ownership/interest meansan ownership 
interest in anentity that has an ownership interestin 
another entity. This term includesan ownership 
interest in any entitythat has an indirect ownership 
interest in anentity; 

B. Ownership interest means the possessionof equity 
in the capital, in the stock or in the profits of an entity; 

C. Ownership or controlling interest is when a person 
or corporation(s)-

(I) Has an ownership interest totalling five 
percent (5%) or more in an entity; 

( 1 1 )  Has an indirect ownership interest equalto 
five percent (5%) or more in an entity. The 
amount of indirect ownership interest is 
determined by multiplying the percentages of 
ownership in each entity; 

(111) Has a combinationof direct and indirect 
ownership interestequal to five percent (5%) 
or more in an entity; 
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(IV) Owns an interest of five percent(5%) or 
more in any mortgage,deed of trust, noteor 
other obligation secured byan entity, if that 
interest equals at least five percent (5%) of the 
value of the property or assetsof the entity. 
The percentageof ownership resulting from 
the obligations is determined by multiplying the 
percentage of interest ownedin the obligation 
by the percentageof the entity's assets usedto 
secure the obligation; 

(V) Is an officer or director of an entity; or 

(VI) Is a partner in anentity that is organized 
as a partnership; 

D. Relative means persons related by bloodor 
marriage to the fourth degree of consanguinity; and 

E. Entity means any person, corporation, partnership 
or association. 

(P) Rural.Those counties which are not defined as urban. 

(Q) Urban. The urban counties are standard metropolitan statistical 
areas including Andrew, Boone,Buchanan, Cass, Christian, Clay, 
Franklin, Greene, Jackson, Jasper, Jefferson, Newton, Platte, Ray, 
St. Charles, St. Louis and St. Louis City. 

(4) Prospective ReimbursementRate Computation. 

(A) Except in accordance with other provisionsof this rule, the 
provisions of this section shall applyto all providers of ICF/MR 
services certified to participate in Missouri's Medicaid program. 
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1. ICF/MR facilities. 

A. Except in accordance with other provisionsof this 
rule, the Missouri Medical Assistance Program shall 
reimburse providers of these LTC services based on 
the individual Medicaid-recipient daysof care 
multiplied by the Title XIX prospective per-diem rate 
less anypayments collected from recipients. The Title 
XIX prospective per-diem reimbursement rate for the 
remainder of state Fiscal Year 1987 shall be the 
facility's per-diem reimbursement payment rate in 
effect on October 31, 1986, as adjusted by updating 
the facility's allowablebase year to its 1985 fiscal 
year. Each facility's per-diem costs as reported onits 
Fiscal Year 1985 Title XIX cost reportwill be 
determined in accordance with the principles setforth 
in this rule.If a facility has not fileda 1985 fiscal year 
cost report, themost current cost report on file with 
the department will be used to set its per-diem rate. 
Facilities with less thana full twelve (12)-month 1985 
fiscal year will not have their base year rates updated. 

B. For state FY-88 and dates of service beginning 
July 1, 1987, the negotiated trend factor shall be 
equal to two percent (2%) to be applied in the 
following manner:Two percent (2%) of the average 
per-diem rate paid toboth state- and 
nonstate-operated ICF/MR facilities onJune 1, 1987, 
shall be added to each facility's rate. 
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C. For state FY-89 and dates of service beginning 
January 1, 1989, the negotiated trend factor shallbe 
equal to one percent (1%)to beapplied in the 
following manner: One percent (1%)of the average 
per-diem rate paid to both state- and 
nonstate-operated ICF/MR facilitieson June 1, 1988 
shall be added to each facility's rate. 

D. For state FY-91 and dates of service beginning 
July I,1990, the negotiated trend factor shall be 
equal to one percent (1%) to beapplied in the 
following manner: One percent (1%) of the average 
per-diem rate paid to both state- and 
nonstate-operated ICF/MR facilities on June1, 1990, 
shall be added to each facility's rate. 

E. FY-96 negotiated trend factor. All nonstate 
operated ICF/MR facilities shallbe granted an 
increase to their per-diem rates effective for datesof 
service beginning January1I 1996, of six dollars and 
seven cents ($6.07) per patientday for the negotiated 
trend factor. This adjustmentis equal to four and 
six-tenths percent (4.6%) ofthe weighted average 
per-diem rates paid to nonstate-operated 
ICF/MRfacilities on June 1I 1995, of one hundred and 
thirty-one dollars and ninety-three cents($131.93). 

2. Adjustments to rates. The prospectively determined 
reimbursement rate may be adjusted only under the 
following conditions: 
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A. When information containedin a facility's cost 
report is found to be fraudulent, misrepresented or 
inaccurate, the facility's reimbursement rate may be 
reduced, both retroactively and prospectively, if the 
fraudulent, misrepresented or inaccurate information 
as originally reported resultedin establishment of a 
higher reimbursementrate than the facility would 
have received in the absence of this information. No 
decision bythe Medicaid agencyto impose a rate 
adjustment in the case of fraudulent, misrepresented 
or inaccurate informationin any wayshall affect the 
Medicaid agency's abilityto impose any sanctions 
authorized by statute or rule. The that fraudulent, 
misrepresented or inaccurate information reporteddid 
not resultin establishment of a higher reimbursement 
rate than the facility would have received in the 
absence of the information alsodoes not affect the 
Medicaid agency's ability to impose any sanctions 
authorized by statuteor rules; 

B. In accordance with subsection(6)(B) of this rule, a 
newly constructed facility'sinitial reimbursement rate 
may be reduced if the facility'sactual allowable 
per-diem cost for its first twelve(12) months of 
operation is less thanits initial rate; 

C. When a facility's Medicaid reimbursement rate is 
higher than either its privatepay rate or its Medicare 
rate, the Medicaid rate willbe reduced in accordance 
with subsection (2)(B) of this rule; 

D. When the provider can showthat it incurred higher 
cost due to circumstances beyond its control and the 
circumstances are not experienced by the nursing 
home or ICF/MR industryin general, the request must 
have a substantial cost effect.These circumstances 
include, but are not limited to: 
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(I)Acts of nature, such as fire, earthquakes 
and flood,that are not covered by insurance; 

( 1 1 )  Vandalism, civil disorder, or both; 

(Ill) Replacementof capital depreciable items 
not built into existing rates thatare the result of 
circumstances not relatedto normal wear and 
tear or upgrading of existing system; 

E. When an adjustment to a facility's rate is made in 
accordance with the provisionsof section (6) of this 
rule; or 

F. When an adjustment is based on an Administrative 
Hearing Commissionor court decision. 

(B) In the case of newly constructed nonstate-operated ICF/MR 
facilities entering the Missouri MedicaidProgram after October 31, 
1986, and for which no rate has previouslybeen set, the directoror 
hidher designee may set aninitial rate forthe facility as in hidher 
discretion s/he deems appropriate. Theinitial rate shall be subject 
to review bythe advisory committee underthe provisions of section 
(6) of this rule. 

(5) Covered Services and Supplies. 

(A) ICF/MR services and supplies covered by the per-diem 
reimbursement rate under this plan, and which mustbe provided, 
as required by federalor state law or rule and include, among other 
services, the regular room, dietary and nursing services,or any 
other servicesthat are required for standards of participationor 
certification. Also included are minor medical and surgical supplies 
and the use of equipment and facilities. These items include,but 
are not limited to,the following: 
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1. All general nursing services including, but not limitedto, 
administration of oxygen and related medications, 
hand-feeding, incontinency care, tray service and enemas; 

2. Items which are furnished routinely and relatively 
uniformly to all recipients, for example, gowns, water 
pitchers, soap, basins andbed pans; 

3. Items such as alcohol, applicators, cotton balls, bandaids 
and tongue depressors; 

4. All nonlegend antacids, nonlegend laxatives, nonlegend 
stool softenersand nonlegend vitamins. Any nonlegend drug 
in one (1) of these four (4) categories must be provided to 
residents as needed and no additional charge may bemade 
to any party for any of these drugs. Facilities may not elect 
which nonlegend drugsin any of the four(4) categories to 
supply; all must be provided asneeded within the existing 
per-diem rate; 

5. Items which are utilized by individual recipients but which 
are reusable and expectedto be available, such as icebags, 
bed rails, canes, crutches, walkers, wheelchairs, traction 
equipment and other durable, nondepreciable medical 
equipment; 

6. Additional items as specifiedin the appendix to this plan 
when required bythe patient; 

7. Special dietary supplementsused for tube feedingor oral 
feeding, such as elemental high nitrogen diet, including 
dietary supplements written as a prescriptionitem by a 
physician; 

8. All laundry services except personal laundry whichis a 
noncovered service; 
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9. All general personal care services whichare furnished 
routinely and relatively uniformlyto all recipients for their 
personal cleanlinessand appearance shall be covered 
services, for example, necessary clipping and cleaning of . 
fingernails and toenails, basic hair care, shampoos and 
shaves to the extent necessary for reasonable personal 
hygiene. The providershall not bill the patient or hidher 
responsible party for this type of personal service; 

IO.All consultative servicesas required by stateor federal 
law or regulation orfor proper operation bythe provider. 
Contracts for the purchase of these services must 
accompany the provider cost report. Failureto doso will 
result in the penalties specifiedin section (9) of this rule; 

11. Semiprivate roomand board and privateroom and board 
when necessaryto isolate a recipient due to a medical or 
social condition, suchas contagious infection, irrational loud 
speech andthe like. Unless a private room is necessary due 
to a medical or social condition, a private room is a 
noncovered service and a Medicaid recipient or responsible 
party may thereforepay the difference between a facility's 
semiprivate chargeand its charge fora private room. 
Medicaid recipients may not be placedin private rooms and 
charged any additional amount above the facility's Medicaid 
per diem unless the recipientor responsible party in writing 
specifically requests a private room prior to placement ina 
private room andacknowledgesthat an additional amount 
not payable by Medicaidwill be charged fora private room; 

12.Twelve (12)days per any period of six (6) consecutive 
months during which a recipient is on a temporary leaveof 
absence fromthe facility. Temporary leave of absence days 
must be specifically provided forin the recipient's plan of 
care. Periodsof time during whicha recipient is away from 
the facility because s/he is visiting a friend or relative are 
considered temporary leaves of absence;and 
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13. Days when recipients are away fromthe facility overnight 
on facility-sponsored group trips underthe continuing 
supervision and care of facility personnel. 

(6) Rate Determination.All nonstate-operated ICF/MR providers of LTC 
services under the Missouri Medicaidprogram who desire to have their 
rates changed or established must apply to the Division of Medical 
Services. The departmentmay request theparticipation of the Department 
of Mental Health in the analysis for rate determination. The procedure and 
conditions for rate reconsiderationare as follows: 

(A) Advisory Committee. The director, Departmentof Social 
Services, shall appoint an advisory committeeto review and make 
recommendations pursuantto provider requests for rate 
determination. The director may accept, rejector modify the 
advisory committee's recommendations. 

1. Membership. The advisory committee shallbe composed 
of four (4) members representativeof the nursing home 
industry in Missouri, three (3) members from the Department 
of Social Servicesand two (2) members which may include, 
but are not limited to, a consumer representative, an 
accountant or economist or a representativeof the legal 
profession. Membersshall be appointed for termsof twelve 
(12) months. The directorshall select a chairman from the 
membership who shall serveat the director's discretion. 

2. Procedures. 

A. The committee may hold meetings when five(5) or 
more members are present and may make 
recommendationsto the department in instances 
where a simple majority of those present and voting 
concur. 
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B. The committee shall meet no less than one(1) 
time each quarter and membersshall be reimbursed 
for expenses. 

C. The Division of Medical Services will summarize 
each case and,if requested by the advisory 
committee, make recommendations. The advisory 
committee may request additional documentation as 
well as requirethe facility to submit to a 
comprehensiveoperational review to determineif 
there exists an efficient and economical deliveryof 
patient services.The review will be made at the 
discretion of the committee and maybe performed by 
it or its designee. The findings froma review maybe 
used to determine the per-diem rate forthe facility. 
Failure to submit requested documentation shallbe 
grounds for denial of the request. 

D. The committee, atits discretion, may issue its 
recommendationbased on written documentationor 
may request further justification from the provider 
sending the request. 

E. The advisory committee shall have ninety (90) 
days from the receipt of each complete request, 
provided the request is on behalfof a facility which 
has executeda valid Title XIX participation 
agreement, or the receipt of any additional 
documentation to submit its recommendations in 
writing to the director. If the committee is unable to 
make a recommendationwithin the specified time 
limit, the directoror hidher designee, if the committee 
establishes good cause, may grant a reasonable 
extension. 

F. Final determination on rate adjustment.The 
director's, or hidher designee's, final decision on 
each request shall be issued in writing to the provider 
within fifteen (15) working days from receiptof the 
committee's recommendation. 
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G. The director's, or hidher designee's, final 
determination on the advisory committee's 
recommendationshall become effective on the first 
day of the month in which the request wasmade, 
providing that it was made prior to the tenth of the 
month. If the request is not filed by the tenthof the 
month, adjustments shall be effective the first day of 
the following month; 

(B)In the case of new construction where a valid Title XIX 
participation agreement hasbeen executed, a request for a rate 
must be submitted in writing to the Missouri Divisionof Medical 
Services and must specifically and clearly identify the issue and the 
total amount involved.The total dollar amountmust be supported 
by complete, accurate anddocumented records satisfactoryto the 
single state agency. Untilan initial per-diem rate is established, the 
Division of Medical Services shall grant a tentative per-diem rate for 
that period. In nocase may a facility receive a per-diem 
reimbursement rate greater than the class ceilingin effect on 
March 1, 1990, adjusted by the negotiatedtrend factor. 

1. In the case of newlybuilt facility or part of the facility 
which is less thantwo (2) years of age and enters the Title 
XIX Program on or after November 1, 1986, a 
reimbursement rate shall be assigned based on the 
projected estimated operating costs. Adviceof the advisory 
committee will be obtained forall initial rate determination 
requests for new construction. Owners of new construction 
which have an approved CON are certified for participation 
and which have a valid Title XIX participation agreement 
shall submit a budgetin accordance with the principlesof 
section (7) of this rule and other documentation as the 
committee may request. 
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2. The establishment of thepermanent rate for all new 
construction facility providers shallbe based on the second 
full facility fiscal year cost report preparedin accordance 
with the principles of section(7) of this rule. This cost report 
shall be submitted within ninety(90) days of the close of 
their secondfull facility fiscal year. This cost report shall be 
based on actual operating costs.No request for an 
extension of this ninety (90)-day filing requirementwill be 
considered. Any new construction facility provider which fails 
to timely submit the cost report maybe subject to sanction 
under this rule and 13 CSR 70-3.030. 

3. Prior to establishment of a permanent rate for new 
construction facility providers,the cost reports maybe 
subject to an on-site audit bythe Department of Social 
Services to determine the facility's actual allowable costs. 
Allowability of costs will be determined as described in 
subsection (3)(J) of this rule. 

4. The cost report, audited or unaudited, will be reviewed by 
the Division of Medical Services andeach facility's actual 
allowable per-diem cost will be determined. The cost report 
shall notbe submitted to the advisory committee for review. 
If a facility's actual allowable per-diem cost is less thanits 
initial per-diem reimbursement rate,the facility's rate willbe 
reduced to its actual allowableper-diem cost. This reduction 
will be effective on the first day of the second full facility 
fiscal year. 

5. If afacility's actual allowable per-diem costis higher than 
its initial per-diem reimbursement rate,the facility's ratewill 
not be adjusted; a facility shall not receivea rate increase 
based on review or audit of the cost report and actual 
operating costs; 
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(C) In the case of existing facilities not previously certifiedto 
participate in the TitleXIX program, a request for a per-diem 
reimbursement rate must be submitted in writing to the Divisionof 
Medical Services andmust specifically and clearly identify the issue 
and thetotal amount involved. Thetotal dollar amount must be 
supported by complete, accurate anddocumented records 
satisfactory to the singlestate agency. Untilthe time as a per-diem 
rate is established, the Division of Medical Services shall grant a 
tentative per-diem rate forthat period. In no case may a facility 
receive a per-diem reimbursement rate greater than the class 
ceiling in effect on March 1, 1990, adjusted by the negotiated trend 
factor. 

1. In the case of a facility describedin subsection (6)(C) of 
this rule and enteringthe Title XIX program on or after 
March 1, 1990, a reimbursement rateshall be assigned 
based on the projected estimated operating costs. Adviceof 
the advisory committeewill be obtained for all initial rate 
determination requests forfirst full facility's fiscal year. 

2. The establishment of the permanent rate for all existing 
facility providersshall be based on the second full facility 
fiscal year cost report preparedin accordance with the 
principles of section (7) of this rule. This cost report shallbe 
submitted within ninety (90)days of the close of their second 
full facility fiscal year. This cost report shallbe based on 
actual operating costs. No request for an extension of this 
ninety (90)-day filing requirement willbe considered. Any 
new construction facility provider which failsto timely submit 
the cost report maybe subject to sanction under this rule 
and 13 CSR 70-3.030. 

3. Prior to establishment of a permanent rate for existing 
facility providers,the cost reports maybe subject to an 
on-site audit bythe Departmentof Social Services to 
determine the facility's actual allowable costs. Allowabilityof 
costs will be determined as describedin subsection (3)(J) of 
this rule. 
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4. The cost report, auditedor unaudited, will be reviewed by 
the Division of Medical Services andeach facility's actual 
allowable per-diem costwill be determined. The cost report 
shall notbe submitted to the advisory committee for review. 
If a facility's actual allowable per-diem cost is less than its 
initial per-diem reimbursement rate,the facility's rate will be 
reduced to its actual allowable per-diem cost. This reduction 
will be effective on the second day ofthe first full facility 
fiscal year. 

5. If a facility's actual allowable per-diem cost is higherthan 
its initial per-diem reimbursement rate, the facility's ratewill 
not be adjusted; a facilityshall not receive arate increase 
based on review or auditof the cost report and actual 
operating costs; 

(D) Rate Reconsideration. 

1. The committee may review the following conditions for 
rate reconsideration: 

A. Those costs directly relatedto a change in a 
facility's case mix; and 

B. Requests for rate reconsideration which the 
director, in hidher discretion, may referto the 
committee due toextraordinary circumstances 
contained in the request and as definedin 
subparagraph (4)(A)2.D.of this rule. 

2. The request foran adjustment must be submitted in 
writing to the Missouri Division of Medical Services andmust 
specifically and clearly identify the issue and total dollar 
amount involved.The total dollar amount must be supported 
by complete, accurate and documented records satisfactory 
to the single state agency. The facilitymust demonstrate 
that the adjustment is necessary, proper and consistent with 
efficient and economical deliveryof covered patient care 
services. 
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